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Case report: 85-year-old male, with a history of chronic AF, who is admitted to the ER because of syncope while at his health center. A wide-QRS tachycardia at 250 bpm was detected, calling the Prehospital Emergency Unit (SUMMA) who administered Adenosine unsuccessfully, so a bolus of Amiodarone was administered. Upon arrival he presented AF with a controlled ventricular response, but hypotension around 70/40 so they began aggressive IV fluid therapy. Despite the good response in the BP with the administration of only 300 cc of normal saline, and given the unexplained initial hypotension, a RUSH protocol ultrasonography was performed, detecting an abdominal aorta aneurism with a diameter of 9 cm. An urgent CT scan was requested, confirming the existence of a 9 cm in diameter infrarenal aorta aneurism with an adjacent left perirenal complicated hematoma. The vascular surgeons were warned, deciding the performance of emergency surgery and inserting a right aortoiliac endoprosthesis. The patient had to undergo a second surgery because of an endoleak. Good progress, being discharged 6 days later. Conclusions: This case demonstrates the importance of PoCUS when evaluating a patient in shock. It also comes to prove the need of providing all health resources with ultrasonography equipment, given the fact that despite all the published evidence, its use is not yet widespread.
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Lung blockage assessment through ultrasound in thorax surgery: first experience in our medium Jimena Areco Goal: Assessing the validity and effectiveness of pulmonary ultrasound against clinical method to corroborate left selective intubation on thorax surgery. Materials and methods: Transversal study, observational, prospective, double blind. 59 patients in 2 different stages where included:
(1-n 15 technique development; 2-n 44). After intubation with left double-lumen tube, sequential clamping of both lights, both clinically assessment of position and through ultrasound with subsequent confirmation through fibrobronchoscopy (reference standards) Stage 2 results: In 56.8% (n = 25) of cases the tube was placed properly. Ultrasound validation (proper collocation): sensitivity of 84.0% (IC 95% 63.1-94.7), specificity of 94.7% (IC 95% 71.9-99.7), positive predictive values 95.4% (IC 95% 75.1-99.7), negative predictive value 81.8% (IC at 95% 59.0-94.0). Validity of pulmonary auscultation: sensitivity of 96.0% (IC at 95% 77.7-99.8), specificity of 100% (IC at 95% 79.1-100), positive predictive values of 100% (IC at 95% 82.8-100), negative predictive value of 95% (IC at 95% 73.1-99.7). Discussion: The difference in results with other authors might respond to difference in expertise (first experience on our medium), wider inclusion criteria, and number of patients. We propose increasing the "n" and adding other ultrasonic signs of assessment. Conclusion: Ultrasound is presented in a promising way as a complementary tool to clinic evaluation. Objective: To demonstrate the use of bedside ultrasound in detecting intraperitoneal free gas in acute abdomen patient presented to Emergency Department (ED) Methods: A 78-year-old lady presented to ED with history of progressively worsening abdominal pain and vomiting for a week. She had multiple medical problems including diabetes mellitus and hypertension. On arrival, she was lethargy but arousable to pain. Her vitals were normal except for low blood pressure (90/60 mmHg) and slight tachycardia (110 bpm). Her abdomen was distended and tender over the epigastric area. Initial erect chest radiograph was inconclusive. Bedside abdominal ultrasound then was performed using low frequency probe and revealed a free fluid in Morrison pouch and prehepatic area with presence of multiple, equally space, horizontal, hyper echoic lines repeating down the screen which resembles A-lines in thoracic ultrasound. Repeated erect chest radiograph later confirms pneumoperitoneum. Exploratory laparotomy was done and revealed perforated gastric ulcer 2.5 cm at anterior body of stomach. Results: Perforated viscus is not common yet required urgent intervention. Although plain radiograph is always the first line imaging in patient suspected perforation, ultrasonography can usually show the signs of pneumoperitoneum if present. The main sonographic signs are increased echogenicity of peritoneal stripe and multiple reflection artifacts resemble A-lines. Conclusion: Ultrasound users should aware of these signs when performing the point-of-care ultrasound (POCUS) in suspected perforation patient presented to ED Consent for publication: The authors confirm that written informed consent was obtained for publication. 
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Methods:
We presented a case of 18-year-old male came to ED with complaints of fever, cough, shortness of breath and pleuritic chest pain. Examination revealed a febrile, tachypneic patient with chest examinations suggestive of left pleural effusion. Full blood count showed leukocytosis and thrombocytopenia and the chest radiograph showed massive left sided pleural effusion. However, bedside ultrasound showed presence of lung hepatization with hypoechoic lesion at anterior zone of both lungs which was atypical of lung collapseconsolidation. Urgent CT thorax was proceed and confirmed the lesion visualized on ultrasound as mediastinal lymphoma. Results: A rapidly progressive symptoms should trigger the suspicion of malignancy even in the young healthy group of individuals. Between pulmonary infection and mediastinal mass, the clinical features may overlap, but the use of ultrasound helps to distinguish between these two pathologies. Sonographic signs that suggestive of mediastinal mass include lack of pleural lines and sliding sign, absence of A-profile and homogeneity difference of the lesion. This helps to decide the urgency of doing CT thorax and initiate the necessary treatment as the management greatly varies. Conclusion: The use of lung ultrasound in ED is important in detecting undiagnosed mediastinal mass. It helps not only to rule out differential diagnosis, but it also helps to increase a suspicion based on initial clinical findings and laboratory parameters.
Consent for publication:
The authors confirm that written informed consent was obtained for publication. Methods: Rapid entire body assessment (REBA) is use to determine the risk level of MSD among the medical officers. The voluntarily based participants had been assigned to perform the procedure. For each of the participants, their body postures were captured using high resolution camera. The participants body postures were evaluated and recorded throughout the procedure. The risk of MSD for each participant were calculated in order to determine whether the risk of MSD is, negligible, low, medium, high or very high. Results: A total of 10 medical officers took part in this study. Finding shows the medical officers that conduct TEE face high risk of MSD due to the poor body posture during the procedure. REBA score starting from 9 shows the medical officers is categorized under high risk of MSD. Prolonged probe holding, twisted wrist and body of the medical officers contributed to the high REBA score. Frequent wrist movement in less than 1 min also contribute to the high score. Conclusion: The use of TEE in accident and emergency department is becoming an important procedure to assist in diagnosis and saving patients' life. However, the risk of MSD due to this procedure affect the medical officer's health and should be given serious attention.
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Is performing FAST causing musculoskeletal injury? Shaik Farid Abdull Wahab
Objective: To determine the risk of musculoskeletal disorder (MSD) among medical officers that conduct focus assessment with sonography in trauma (FAST). Methods: Rapid entire body assessment (REBA) is used to evaluate the level of risk of MSD among the medical officer. The score for REBA are range from 1, 2 to 3, 4 to 7, 8 to 10 and 11 and above. Each score represents different risk level of MSD. This study has been done at Accident and Emergency Department, Universiti Sains Malaysia, Kelantan, Malaysia. During this study, 30 medical officers, had performed FAST on patients. The medical officers involved in this study are based on voluntarily basis. The body postures of each of the medical officers were observed and recorded using camera. REBA score was calculated based on their postures. Results: Finding shows the risk of musculoskeletal disorder among medical officers that conducted FAST did exist. REBA scores show the risk of musculoskeletal disorder, range from 4 to 9. According to REBA score, 4-7 is in medium risk, thus further investigation is needed to improvise the condition of the body posture. REBA score 9 falls under high risk to develop MSD, therefore indicates immediate further investigation and relevant changes need to be done. Conclusion: FAST has been increasingly done in accident and emergency department. Since the finding revealed an alarming risk of MSD, it is important to address this matter appropriately. This is essential in developing a safe working approach for medical officers that conduct the procedure. Background and objective: There is enough bibliography that supports the use of transthoracic echocardiography (TTE) and the impact it generates in the field of critical medicine. However, the main limitation in anesthesia is access to windows in patients with unchanged positions and usually in mechanical ventilation. Therefore we decided to conduct an observational study regarding the obtaining of basic echocardiographic windows in patients under general anesthesia. Methods: 50 patients were enrolled. After ventilator setting, in dorsal decubitus and with the surgical fields placed, 4 windows were explored: subcostal, apical, parasternal and supraesternal. PEEP, tidal volume, BMI, age, sex were recorded. Each window was evaluated with a score: 2 points: optimal, 1 point: partial, 0 point: the window can not be obtained.
Results:
The subcostal window could not be obtained in any patient (surgical fields). The remaining 3 windows on score of 6 possible points the average was 5.1. The parasternal window obtained a mean of 1.3 points. The most frequent cause of impossibility of access to the window was the presence of the lung. There was no difference between subgroups (PEEP > 10 and BMI > 30) and score obtained.
Conclusion:
The accessibility to the apical and suprasternal windows was close to optimal. The parasternal window had smaller scores but had no relation to the level of PEEP nor the BMI. Limitations: small number of patients and very limited shelter to extrapolate findings. Objective: Measure the POCUS impact on use of resources, morbimortality, diagnoses and therapeutic decisions. Methods: A prospective controlled-study, in two ICUs with assignment to two groups: "US-group" with systematic ultrasound examination of the optic nerve, thorax, heart, abdomen, venous system, performed at the bedside by trained Intensivist. Another "control group" was formed with patients attended by Intensivists who did not perform ultrasound. Approved by Ethics Committee. Informed consent was obtained. Results: We included 72 patients, 36 in each group, without differences in age, sex, APACHE II score, or reason for admission. To 5 days of admission, there was less utilization of resources in the US group vs control per patient: chest radiology (2.6 ± 2.0 vs 4.1 ± 3.5, p = 0.01), ultrasound by specialist (0.6 ± 0.7 vs 1.1 ± 0.7, p = 0.003), computed tomography (0.5 ± 0.6 vs 0.9 ± 0.7, p = 0.01). The delay to perform ultrasound was 2.1 ± 1.6 h vs 7.7 ± 6.7, p = 0.0001. The water balance (WB) was more negative in the US-group at 48 and 96 h (p = 0.01). There was significant correlation between WB and LVEF (r = 0.6). The time of mechanical ventilation was lower in US-group (5.1 ± 5.7 days vs 8.8 ± 9.4) p = 0.04. Mortality was similar. In the US-group there was a change of diagnosis in 12 cases (33%), pharmacological changes in 15 (42%) and interventional maneuvers in 7 (19%). Conclusions: Systematic POCUS determines the lesser use of other diagnostic resources and shorter time of mechanical ventilation, possibly due to greater accuracy in the treatment of blood volume. 
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Methods:
Prospective controlled study comparing 125 line placement in 105 patients, 55 with ultrasound (US-group) and 70 with landmark guided techniques (blindly, control-group). 121 placement (97%) were performed by resident physicians. Results: The majority of accesses were via jugular in both groups, but with 81% anterior jugular access in the US-group vs. 88% of posterior jugular in control-group (p = 0.0001). Difficulties with 3 or more punctures were: 1 case in US-group (2%) vs 23 in the control (32%) p = 0.0001. There were no complications in the US-group, while in the control group there were 14 (20%): hematomas 6 (9%), arterial puncture 7 (10%), pneumothorax 1 (1.4%), all of which were by residents of the second or third year. There was also no relationship with the experience of the operator according to the group, since only a single eco-guided access was made by resident of the first year (non-expert). The frequency of obesity was similar for both groups. There were no cases of catheter-related bacteriemia. Conclusions: Real-time ultrasonic-guided central line placement in ICU was associated with less difficulty and absence of complications that were presented with landmark guided techniques. Background: Left Ventricular aneurysm (LVA) is one of several diagnoses to consider when evaluating chest pain in the emergency department (ED), with electrocardiogram (ECG) findings that are potentially similar to acute ST-elevation myocardial infarction (aSTEMI). Point-ofcare ultrasound (PoCUS) facilitates in establishing the diagnosis, preventing unnecessary activation of the catheterization laboratory or administration of thrombolytics. Objective: We present an LVA case, illustrating classic ECG findings and sonographic changes. Case report: A 79-year-old female with a remote history of myocardial infarction and percutaneous intervention presented to the ED with worsening, diffuse chest pain. Her ECG demonstrated an old infarct, but no acute ischemia. Classic ECG findings for LVA include STEMI in leads V1-V4 with well-established Q-waves and T-wave inversions in the lateral leads. Additionally, T-wave amplitude is typically lower than the hyperacute T-waves seen in aSTEMI, and the ratio of T-wave to QRS amplitude (TW/QRS) is less than 0.36 in V1-V4. The patient's physical exam was unremarkable. PoCUS echocardiogram was performed using a SonoSite X-porte ultrasound machine with a phased array probe. An impressively large LVA impeding the right ventricular function was visualized. A computed tomography thorax with contrast re-demonstrated the 8.7 by 8.5 cm apical LVA. The patient was admitted for further intervention but subsequently refused surgery and was discharged in stable condition. Discussion: POCUS is an effective tool in diagnosing LVA to expedite clinical decision making, especially in cases where the ECG findings mimic aSTEMI.
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Early recognition of left ventricular aneurysm with point-of-care ultrasound
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Use of lung ultrasound (LUS) to predict invasive mechanical ventilation requirement in patients with onco-hematology diseases: a pilot study Cecilia Gómez Ravetti Introduction: Point of care ultrasonography represents a major advance in medical practice as it extends the physical examination of the patient and contributes to a better medical management. However, its use in Brazil is still restricted and can be improved if its teaching is implemented in the basic curriculum of the medical course. Objective: This study aimed to describe the implementation of ultrasound teaching program in medical school in the Faculdades Integradas Pitágoras of Montes Claros. Methods: The sample consisted of 34 medical students from the 11th period who were attending the discipline Urgency and Emergency. Theoretical classes were given in 5 lectures and 5 practical classes about the e-FAST procedure, including the following windows: pericardial window; hepatorenal and hepatodiaphragmatic interfaces; splenorenal and splenodiaphragmatic interfaces; suprapubic; pulmonary and vena cava evaluation. A evaluation form with 64 basic skills for the use of point of care ultrasound was than, applied. Results: The students' average performance was (96.8 ± 3.6)%. 88.2% of the students had a achieved a result above 95% (> 61 skills correctly identified), noting more difficulty in describing the changes in cardiac tamponade and inferior vena cava. Conclusion: Beyond the need of a future evaluation about the content fixation by the students, we conclude that the teaching of "point of care" ultrasound in the undergraduate course is promising and the students have been able to develop all the basic skills to perform the procedures. Objective: To demonstrate the simplicity of ultrasound (US) use, the prevalence of anatomical variations of the internal jugular vein (IJV) and evaluate with US visualization the success rate of traditional puncture of IJV, by a simulation. Materials and methods: Five medical students, with no prior US experience, underwent short-term, theoretical-practical, training in US, and then evaluated the IJV and common carotid artery (CCA) of 105 patients. They performed a simulation of the puncture of the IJV, following the anatomical references of the traditional technique (TT), while checking with US if the needle could reach the IJV. Results: The students's success rate of the US visualization of the IJV and CCA was 95%; the IJV, on the right side, was more commonly found in the anterolateral position in relation to the CCA (38%). On the left side, the most commonly position observed was the anterior (36%). Regarding the IJV caliber in relation to the CCA, a great variability was observed. The success rate in the IJV puncture simulation, observed with US, by the TT was only 55%. Conclusion: There is great variability of the anatomical position and the caliber of the IJV, which reinforces that the ultrasound should be used to guide the puncture of this central vein, reducing the complications. Results: we describe a case of patient underwent sudden CA. MCA and CCA evaluation showed forward-flow during compression and back-flow pattern during chest release; during CPR, MCA profile was brain death-like pattern; during clinical pulse check evaluation (PEA, no pulse), anterograde flow pattern was registered with very poor velocities. When ROSC occurred, hyperemic MCA pattern was obtained. After 3 days the patient was awake with no brain damage. Conclusion: Color Doppler monitoring may provide information on CPR quality and it might be useful for early detection of ROSC and prognostic stratification of patients with CA.
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Ultrasonographic evaluation of the main central venous access points, by medical students
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Ultrasound guided puncture and central venous access: development of a teaching protocol in animal model
